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1. Introduction
1.1. Haemostasis in pregnancy
Normal haemostasis is a complex equilibrium involving a balance between blood-borne pro-
coagulant proteins, the natural anticoagulation system and the fibrinolytic system. Normal
human pregnancy is associated with profound alterations to the haemostatic balance wherein
the pro-coagulant effects become dominant. A marked progressive increase in the concentra‐
tion of pro-coagulant proteins (Factors VII, VIII, X, Von Willebrand factor, Fibrinogen) is
observed in blood plasma at all stages of pregnancy. These changes coincide with decreases
in natural anticoagulants and lower levels of natural fibrinolytic agents and are more pro‐
nounced in the uteroplacental circulation than in the systemic circulation during pregnancy
[7]. In parallel, markers of platelet activation are markedly elevated throughout normal
pregnancy suggestive of a functional role for platelet activation during normal gestation.
It is often argued that this altered haemostatic status is required as the maternal coagulation
system prepares for the challenges of parturition, and aims to minimize intrapartum blood
loss. However, the alterations in the haemostatic system begin as early as the first trimester,
suggesting a requirement for such changes in the proper progression of the early stages of
pregnancy, in addition to their role in regulation of post-partum bleeding. For example,
alterations in haemostasis enable the necessary changes in the uteroplacental vasculature to
support the establishment of the trophoblast invasion of the spiral arteries of the uterus early
in gestation [12].
The altered haemostatic status during normal pregnancy presents a number of physiological
challenges in the vasculature and results in an increased risk of excessive thrombosis, espe‐
cially within the uteroplacental circulation. This enhanced pregnancy-associated thrombotic
risk may provide the mechanistic basis for many of the major pregnancy complications, such
as pre-eclampsia, HELLP syndrome (Hemolysis, Elevated Liver enzymes and Low Platelet
count) and intrauterine growth retardation (IUGR) [13].
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Pre-eclampsia (PE) is a multifaceted disorder that complicates between 2 and 8% of all
pregnancies. It is the most common causes of morbidity and mortality in mothers and babies
in the Western world [14]. Clinical signs of disease, such as an elevated maternal blood pressure
and proteinuria, become apparent as early as gestation week-20 [9]. Such symptoms can dictate
urgent delivery of a preterm baby (<40 weeks). The underlying pathology appears to be a
complex interaction of the placental and maternal tissues [15] that leads to generalized
endothelial dysfunction. This heightens the normal shift of haemostatic equilibrium toward
hypercoagulability. As part of this generalized hypercoagulability status in pregnancy,
evidence for enhanced platelet activation, observed in normotensive pregnancies [18], are
further increased in women with preeclampsia giving rise to the formation of platelet-derived
microthrombi in smaller vessels [20] and an associated disseminated intravascular coagulation
[21]. Similar to changes in the coagulation parameters, changes in platelet activation status are
recorded before gestational week 13 in PE. Intrauterine growth retardation is often associated
with PE, and is correlated with reduced uteroplacental blood flow caused by platelet-rich
microthrombi.
2. Changes in platelet parameters during pregnancy
The normal blood platelet count in healthy non-pregnant individuals varies between 150-400
X 109/L. Early studies into platelet parameters in normotensive pregnant women reported a
progressive drop in the normal platelet count [22]. Indeed mild, non clinical, thrombocytope‐
nia (platelets 100-150 x 109/L), is observed in up to 10% of all pregnancies [6]. It is likely that
this is largely a haemodilution effect that results from the maternal blood volume expansion
[23]. The decrease in platelet count is accompanied by an increase in mean platelet volume [24]
and a notable change in the granule content [25].
Changes in platelet function, and platelet activation status, have been widely reported during
pregnancy. However, measurement of platelet activation is complex. There is no one accepted
index of platelet activation, although a number of tests and assays are used as surrogate
markers of platelet activation in studies on gestational platelet activation. Usually a blood
sample is collected from the patient and mixed with an appropriate anticoagulant before being
transported to a laboratory for analysis. Platelets are assayed either in whole blood samples
or are processed to remove red blood cells and plasma to yield platelet-rich plasma (PRP) or
washed platelets (WP), respectively. Thereafter standard or high throughput assays are
utilized as appropriate. Platelet aggregation assays are used frequently (Light Transmission
Aggregometry; LTA) and can be performed in PRP or WPs [27]. Alternatively high throughput
assays of platelet function can be used to assess multiple samples, or multiple agonists,
simultaneously. The Moran group have recently developed a high throughput assay of platelet
dense-granule secretion to permit extensive assessment of a dose-range of agonists on a
relatively small blood sample. In addition, mobile diagnostic analysers of platelet function,
such as the PFA-100, have been developed to assess the acute capacity of platelets to form
thrombotic aggregates and can be performed in whole blood [31].
In addition to standard assays of platelet function, platelet activation may be inferred, from
the presence of activated cell adhesion molecules on the surface of isolated platelets. Such
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markers include the activated platelet integrin αIIbβ3 (assessed by the monoclonal antibody
PAC-1 or fibrinogen-binding) or the enhanced surface expression of the α-granule protein P-
Selectin (CD62P) or dense-granule derived protein, CD63 on the surface of circulating platelets.
Platelet granules are rich sources of bioactive agents that are selectively released in response
to diverse platelet activating stimuli. Thus, evidence of the presence of secreted platelet-
derived bioactive agents in plasma or urine can be used to determine if platelet activation has
occurred in vivo. Typically, elevated levels of plasma β -thromboglobulin (βTG) and Platelet
Factor-4 (PF4) are an indication that platelet release of the contents of platelet α-granules has
occurred [36]. Similarly, plasma adenosine or ATP levels reflect release from dense granules.
Finally, elevated concentrations of plasma or urinary 11-dehydro Thromboxane B2, a stable
metabolite of platelet-generated Thromboxane A2, reflect recent platelet activation. One
concern with the use of secreted proteins as markers of platelet activation is the fact that, once
released from platelets, biomolecules will have variable half-lives and sensitivity to storage
conditions [39], making it difficult to determine how recently the sampled platelets were
activated. The use of thromboxane as a marker is also complicated, as this eicosanoid, previ‐
ously presumed to be only synthesized in platelets, can also be produced by fetal and maternal
macrophages in the uteroplacental unit [40].
Proteins that are shed from the surface of activated platelets are also used as surrogate markers
of platelet activation. These include soluble P-Selectin (CD62-P) and soluble CD40 Ligand
(CD154). Activated platelets also release microparticles (MPs) [43]. However, MPs found in
blood may originate from a number of different sources in addition to platelet α-granules.
Hence they have not been widely used in assessments of platelet function in pregnancy.
Basal levels of P-Selectin and αIIbβ3 are progressively elevated on the surface of platelets
during gestation, suggesting that an inherent activation of platelets occurs during normal
pregnancy. In addition, the capacity of platelets to aggregate [31] and adhere [32] in response
to various stimuli is enhanced in normotensive pregnant women but is somewhat reduced in
platelets from women with preeclampsia [45]. Enhanced fibrinogen binding to circulating
platelets, indicative of platelet activation, is also observed in pregnant women compared to
non-pregnant subjects [34]. Plasma levels of βTG and PF4, secreted from platelet α-granules,
and ADP/ adenosine, secreted from platelet dense granules are elevated during pregnancy.
Many indices of platelet activation have been shown to correlate with gestational age [32],
though some, such as platelet responsiveness to agonist stimulation, peak at weeks 30-36 and
decline thereafter (Table 1). Only a few studies have assessed platelet function at multiple time
points throughout pregnancy and so, information is limited regarding the absolute indices of
platelet activation and their temporal relationship to gestational events. However, in general
it can be concluded that platelets are hyperactivated from as early as gestational week 10, in
the first trimester of pregnancy.
3. Changes in platelet parameters in preeclampsia
The gestational changes in haemostatic and platelet responses are altered in women with PE.
Accordingly, β-TG and PF4 are elevated in PE above levels observed in normotensive preg‐
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nancy. CD63 and P-Selectin levels are increased on the surface of platelets from patients with
PE, indicative of recent secretion of dense and α-granules, respectively. However, the lack of
elevated plasma levels of adenosine or ATP suggest that the secretory events were not acute
[26]. The half-life of adenosine is less than 1 minute in plasma in contrast to β-TG, which has
a half-life > 120 minutes. Thus, the data suggests that a slow sustained secretion from platelet
granules occurs. This is distinct from the pattern that is expected following a thrombotic event
where markers of dense granules and α-granule release occur acutely and simultaneously.
Furthermore, the capacity of platelets from PE patients to acutely aggregate ex vivo appears to
be attenuated compared to normotensive subjects. This is indeed consistent with the evidence,
reported by Janes & Goodall [34] that although activated, degranulated platelets are observed
in the circulation in PE, and no evidence for platelet thrombi or platelet aggregates are
observed. Together this data shows strong evidence for widespread and sustained platelet
secretion in PE. Although platelet thrombi are not observed, activated circulating platelets are
observed that contain bound fibrinogen[20]; a strong indication of a thrombotic tendency.
Marker of platelet activation Normotensive pregnancy Preeclampsia
Platelet Aggregation
(LTA; PFA-100)
Responsiveness is greater in
normotensive pregnant women than in
non pregnant . Platelet
hyperaggragation peaks at weeks 20 &
30; declines at week 36
Platelet aggregation is decreased in both
mildly and severely preeclamptic women in
comparison with non-pregnant women .
Increased numbers of platelets binding to
fibrinogen are observed [20].
Surface expression of CD62P
on Platelets Increases with gestational age
Evidence of activated, degranulated platelets in
the circulation [34]. CD62P expression is
accentuated in PIH<PE<severe PE
Surface expession of CD63 on
Platelets elevated in normotensive women
Further elevated in women with non-
proteinuric and proteinuric pre-eclampsia [34].
Increased first-trimester CD63 expression is an
independent risk factor for development of
preeclampsia
ATP Secretion Increases with gestational age [26].Adenosine in plasma is elevated [46]
Significantly lower in PE than in normotensive
pregnant subjects [26]
Thromboxane metabolites in
plasma or Urine
Increased in normotensive pregnancies .
Elevated at 20 weeks and continues to
increase thereafter
An imbalance between the production of two
metabolites of arachidonic acid, thromboxane
and prostacyclin, that favors thromboxane. [53]
Greater enhancement of TxA2 production in
PIH than in normotensive pregnancies
Plaasma levels of β-Tg/ PF4
(secreted from platelet α-
granules)
Elevatedin normotensive pregnancy;
Peaks at gestational weeks 30, & 36 Greater than in normotensive pregnancy
Soluble CD62P in plasma Elevated by 24 weeks No difference vs normotensive pregnancy
Table 1. Please add caption
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Other haemostatic changes that occur in systemic and uteroplacental circulations during
normotensive pregnancies appear to be accentuated in patients with preeclampsia [7]. For
example, thromboxane A2 biosynthesis is increased in PE above that observed in normotensive
pregnancy and appears to correlate with disease severity. It is preceded by a decreased
endogenous production of the endothelial-derived eicosanoid, Prostaglandin I2 (PGI2) [55].
The altered ratio of these thrombo-regulatory eicosanoids appears to play a critical patholog‐
ical role in preeclampsia. In addition, blood-borne microparticles (MPs) are elevated in
preeclampsia and have demonstrable adverse effects on endothelial function. Isolated MPs
from preeclamptic women, though not those from normotensive pregnant women, have been
shown to downregulate endothelial NO production. NO is a critical regulator of platelet
activation, and a regulator of the sensitivity of vascular endothelial cells to trophic agents. By
altering the endothelial response and reducing the endogenous production of NO in pre-
eclamptic vascular beds, MPs in preeclamptic women can markedly affect platelet activation
and vascular remodeling. Thus in preeclamptic women, many elements of the delicate balance
governing platelet activation appear to be dysregulated, predisposing towards premature and
excessive platelet secretion. It is tempting to suggest that this dysregulation underlies the
pathophysiological mechanisms in PE.
It is postulated therefore that platelets are hyper-reactive in normal pregnancy, and are primed
to undergo granule-release at appropriate times and vascular locations. Thus, platelet passage
through the placental vasculature can cause acute platelet activation and secretory events,
which result in the release of bioactive mediators from platelet α-granules. The nature of these
bioactive mediators and their functional roles in normal, and preeclamptic, pregnancies
remain to be elucidated. Women at risk of developing preeclampsia may have an abnormality
in their platelet activation or a temporal dysregulation of these events resulting in atypical
vascular events. In fact, increased first-trimester CD63 expression on platelets is an independ‐
ent risk factor for development of preeclampsia, confirming that early subclinical platelet
defects occur in this population.
4. Mechanisms of platelet activation during pregnancy
It has been strongly suggested that platelets contribute to protective mechanisms against
excessive bleeding during childbirth. Whilst this is indeed relevant, it seems premature to start
such thrombotic preparations as early is gestational week 10-12. Thus, platelets must play a
role into other gestational requirements. Any roles for platelets are likely to result from their
activation in the circulation. However, the mechanisms underlying platelet activation in
pregnancy remain largely unknown.
A number of studies have indicated that platelets are hyperresponsive during pregnancy. This
may be explained by the increased gestational production of the platelet-activating prosta‐
glandin, thromboxane A2 (TXA2] by platelets. TXA2 can enhance platelet responsiveness to low
levels of physiological activation. Thus increases in ambient TXA2 may prime platelets for
activation by other agonists. Indeed platelets generate more intracellular calcium in response
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to standard pro-thrombotic stimuli as pregnancy progresses. In parallel, a reduced synthesis
of inhibitory cyclic AMP is observed in platelets from pregnant donors. This reduced produc‐
tion of platelet cAMP may be secondary to altered endothelial function during pregnancy
whereby endothelial cells release less of the inhibitory regulators of platelet function (Nitric
Oxide and PGI2). Overall, the sensitivity of platelets to activation is enhanced during preg‐
nancy by a parallel increase in ambient pro-thrombotic agents, TxA2 and calcium, and a
decrease in anti-thrombotic influences such as intraplatelet cAMP. It is possible that such
changes may be initiated by the elevated progesterone level extant during pregnancy, as it has
previously been noted that cyclical changes in progesterone during the luteal phase of the
ovarian cycle similarly affects platelet function and activation status. Platelets are therefore
‘primed’ to response to stimulation by various gestational adaptions.
The molecular mechanisms underlying the direct activators of platelets in the placental beds
remain unclear, but two independent activators have been identified. Firstly, circulating
primed, platelets adhere to the extracellular matrix in the uteroplacental vascular beds and are
activated to release various soluble factors to regulate trophoblastic vascular infiltration and
differentiation. Secondly, local generation of thrombin, and its interaction with platelet
thrombin receptors (PARs) is critical for efficient gestation [62]. However, although generated
locally from the plasma coagulation cascade, this thrombin does not participate in fibrin cross-
linking, the usual culmination step in blood coagulation. Instead, it directly activates platelet
PAR receptors and induces platelets to release their stored contents.
The capacity and sensitivity of platelets to secrete their granular contents therefore is enhanced
as pregnancy progresses. Indeed, substantial evidence that this occurs is presented in Table
1. Moreover, data from the Moran laboratory confirms that alterations in platelet function are
evident as early as 10-12 gestational weeks (unpublished data; MAO, NM).
5. Functional roles for platelet activation during normotensive pregnancy
As discussed above, the gestational role of platelets in pregnancy is likely to be mediated via
the secretion of the cargo from platelet α-granules. This cargo is comprised of cytokines and
other bioactive agents, stored in the abundant platelet granules and includes coagulation
proteins such as Fibrinogen and Factors V and XIII. Up to 800 different proteins have been
identified in the platelet α-granule proteome. Moreover, the contents of platelet α-granules
can be selectively released in response to discrete activation signals.
In normotensive pregnancy, maternal platelets adhere to the extracellular matrix in the
uteroplacental vasculature and are activated in the spiral arteries. As a consequence of this
activation of maternal platelets, elevated levels of platelet derived cytokines and bioactive
agents are released, that assist and enable trophoblastic arterial infiltration. In addition, platelet
derived biomolecules drive morphological changes of trophoblasts and enable angiogenesis
in the placental beds. This enables localized physiological vascular remodeling to ensure the
appropriate development of embryonic and maternal placental circulations. The precise nature
of the platelet releasate in these circumstances has not been fully explored to date. However,
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there is some evidence that the nature of the releasate differs between normotensive and pre-
eclamptic subjects,
Thus, the platelet activation detected in pregnancy (Table 1) is an indicative record of α-granule
secretion events in the placental vasculature. Importantly, no overt thrombosis is observed in
normotensive pregnancies, despite the localized platelet activation and secretion. The require‐
ment for localized platelet regulation of vascular remodeling probably underlies the need for
platelets to be primed at early gestational stages in normal pregnancy. The consequent
elevation in markers of platelet activation, as shown in Table 1, is simply a confirmation that
platelet secretion events have occurred, rather than being suggestive of a pro-thrombotic role
for platelets during normal gestation.
6. Non-thrombotic roles of platelets in pregnancy
Platelets serve as mobile stores of active biomolecules that can be transported around the body
via the vasculature. This function of platelets is well defined in cancer, where platelet stored
biomolecules can be released in a bespoke manner by circulating tumour cells to enable the
development of a novel, bespoke network of new blood vessels to supply a growing metastatic
tumour with suitable nutrients and waste removal functions (See Chapter 6: Mitrugno et al).
It is tempting to speculate therefore, that platelets store a relevant and bespoke collection of
bioactive compounds during pregnancy. Thus platelet α-granules serve as vectors of biological
messages for vascular homeostasis during pregnancy. Similarly, platelet-derived MPs may
serve to deliver bespoke cocktails of bioactive molecules to uteroplacental vascular beds to
facilitate the required vascular changes to support gestation. In support of this, MPs from
women with preeclampsia, compared to those from normotensive pregnant women, showed
greater pro-inflammatory effects on the vascular wall, inducing vascular hyporeactivity in
small blood vessels [65].
However, the key question then becomes one of how the body balances the dual needs of
requiring primed platelets to release their cargo at relevent vascular beds in the dynamic, fast-
flowing environment of the uteroplacental vasculature, whilst preventing inappropriate
thrombosis from occurring; yet maintaining the potential to respond to thrombotic needs
should they arise elsewhere in the body.
7. Regulation of prothrombotic responses in platelets during normotensive
pregnancy
Pregnancy-specific glycoproteins (PSGs) are a family of soluble cell adhesion proteins found
in the plasma at various stages of pregnancy. They are largely derived from trophoblastic cells
during pregnancy and are abundantly expressed in maternal blood [66]. There are ten human
PSG genes (PSG1 - PSG9, PSG11). Several recent studies have indicated that individual PSGs
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have immunoregulatory, pro-angiogenic, and anti-platelet functions, though their precise
functions during pregnancy remain largely speculative.
Recently Shanley et al demonstrated that PSG1 had a high affinity for binding to the major
platelet integrin αIIbβ3. It competes with fibrinogen for binding to this integrin, thereby
inhibiting local platelet aggregation [27]. However, the capacity of platelets to secrete the
contents of their α-and dense granules is unaffected by PSG1. Thus PSG1 enables the secretory
responses of circulating platelets, whilst attenuating their thrombotic tendencies.
In parallel, a role for PSG1 in the activation of the anti-inflammatory cytokine, transforming
growth factor-beta (TGF) has recently been established. TGF-β regulates many biological
events essential for the successful completion of pregnancy including trophoblast invasion and
proliferation, angiogenesis, and tolerance to the fetal to the fetal allograft during pregnancy.
Of note, platelets serve as a major storage site for TGF-β and release it in response to platelet-
activating stimuli. Plasma concentrations of active TGF-β are significantly higher in pree‐
clamptic women than in normotensive pregnant women [70]. In the presence of a high
concentration of PSG1, TGF-β, released from primed platelets in the maternal uteroplacental
circulation, is activated and enabled to exert its vascular remodeling effects. Yet due to the
high locally-produced concentrations of PSG1, aggregation of platelets does not occur.
Thus PSG1 can simultaneously inhibit platelet aggregation and enable the release of platelet
granular-contents including TGF-β, to promote vascular remodeling. This strongly supports
the contention that the role of platelet activation during pregnancy is to permit the local
delivery of cytokines, via the secretion of α-granule contents, rather than the more widely
accepted role of inducing thrombotic events. It is likely that complications of pregnancy such
as preeclampsia arise when the balance between the thrombotic function of platelets and their
secretory functions is disturbed.
8. The ’priming’ of platelets may contribute to complications of pregnancy
As discussed previously, platelets are primed for activation at early gestational stages. One of
the mechanisms of platelet priming is their enhanced ability to synthesize the platelet-specific
prothrombotic eicosanoid TxA2, in an environment where opposing antithrombotic influences,
namely PGI2 and NO, are downregulated. Measuring TxA2 levels during pregnancy can
therefore yield important information on platelet status during gestation.
The concentrations of TxA2 observed in normotensive pregnancy are significantly raised above
levels seen in normal healthy non-pregnant donors. In fact, gestational TxA2 levels equate to
pathological concentrations identified in cardiovascular patients (Table 2). Yet, despite these
pathological levels of circulating prothrombotic eicosanoids, there is little evidence for
enhanced platelet-rich thrombotic events during normotensive pregnancy, confirming
therefore, that the intended physiological purpose of the elevated platelet activation is not
thrombotic in nature. Together, these studies suggest an underlying physiological balance
during pregnancy to prime platelets for activation whilst regulating thrombosis.
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The need to understand the physiological and molecular mechanisms underlying the en‐
hanced gestational platelet activation is underscored by observations that platelet activation
is further accentuated in patients with PE and that pathological thrombotic events can occur
if the balance is disturbed.
Population [urinary 11-dehdro TXB2] Reference
Non-pregnant, healthy subjects Basal levels approx. 275 pg/mg creatinine
Normotensive, pregnant
subjects 3 fold ↑  over basal levels
Patients with Preeclampsia ↑ ↑  1.3 fold increase relative to normotensivepregnant subjects
Patients with Ischemic disease ↑  donors; similar to normotensive pregnantwomen
Table 2. Please add caption
Thus, bioactive agents are released from platelets in a controlled, systematic way during
pregnancy to enable required hemostatic changes in the uteroplacental vasculature. However,
platelet aggregation and thrombus formation are not required, or could be contraindicated
during pregnancy, and are therefore suppressed by PSG1 [27] or similar soluble proteins.
Our limited knowledge of how platelets might contribute to complications of pregnancy
evolves from our understanding of the nature of the delicate balance between platelet-
activating forces during normotensive pregnancy and the need to prevent thrombosis in the
uteroplacental vascular beds. Thus, under the influence of gestational progesterone, endothe‐
lial cells produce less NO and PGI2 and platelets produce more TXA2. This tilts the haemostatic
balance towards platelet activation and thrombosis. Exposed extracellular matrix proteins in
the placental vascular beds bind and activate the primed platelets inducing secretion of their
α-granule contents. Any tendency for platelets to aggregate is however balanced by the local
production of high concentrations of PSG1 [27], which prevents integrin mediated platelet
aggregation. In parallel, local generation of Thrombin, the procoagulant, proteolytic enzyme
of the coagulation cascade, occurs in normotensive pregnancy [7]. Yet its function is not to
generate fibrin, as would be expepcted in the coagulation cascade. Instead, thrombin in the
placental beds acts directly on platelet thrombin receptors to induce platelet release from α-
granules. The fibrinogenic actions of thrombin are moderated by Thrombomodulin (TM) and
are essential for successful development of the placenta [62]. Interestingly, TM is also stored
in platelet α-granules, comprising up to 10% of total granule stores, and is released in response
to platelet activation [74]. Absence of TM causes fatal arrest of placental morphogenesis in
mice, but this action is not related to its ability to affect fibrin formation, leading the authors
to conclude that TM regulates the capacity of thrombin to activate platelets [62]. Moreover, the
experiments of Sood and coleagues demonstrate that the delicate balance between the required
functions of platelets in pregnancy and their regulation, to prevent unwanted thrombosis, can
all-too-easily be shifted to cause placental failure and complications of pregnancy.
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9. Summary
Therefore we suggest that platelets are not minor participants in the gestational events of
pregnancy. Instead, they are active mediators of the complex regulatory system which has
several, as yet uncharacterized mechanisms. They serve as vectors for vascular homeostasis
during pregnancy, that co-ordinate a delicate balance between delivering relevant and potent
biological messages through their granule-delivery system, whilst avoiding platelet-related
thrombotic events.
Author details
Maryam Al Obaidly1*, Carmen Regan2, Bashir Lwaleed3 and Niamh Moran1
*Address all correspondence to: maryamalobaidly@rcsi.ie
1 Molecular & Cellular Therapeutics, Royal College of Surgeons in Ireland, Ireland
2 Coombe Women’s Hospital, Dublin 8 and Royal College of Surgeons in Ireland, Dublin,
Ireland
3 Faculty of Health Sciences, University of Southampton, Southampton General Hospital,
UK
References
[1] Szecsi PB, Jorgensen M, Klajnbard A, Andersen MR, Colov NP, Stender S. Haemo‐
static reference intervals in pregnancy. Thrombosis and haemostasis. 2010 Apr;
103(4):718-27. PubMed PMID: 20174768.
[2] Franchini M. Haemostasis and pregnancy. Thrombosis and haemostasis. 2006 Mar;
95(3):401-13. PubMed PMID: 16525566.
[3] Howie PW. Blood clotting and fibrinolysis in pregnancy. Postgraduate medical jour‐
nal. 1979 May;55(643):362-6. PubMed PMID: 382169. Pubmed Central PMCID:
2425447.
[4] Hellgren M. Hemostasis during normal pregnancy and puerperium. Seminars in
thrombosis and hemostasis. 2003 Apr;29(2):125-30. PubMed PMID: 12709915.
[5] Brenner B. Haemostatic changes in pregnancy. Thrombosis research. 2004;114(5-6):
409-14. PubMed PMID: 15507271.
The Non-Thrombotic Role of Platelets in Health and Disease168
[6] Holmes VA, Wallace JM. Haemostasis in normal pregnancy: a balancing act? Bio‐
chemical Society transactions. 2005 Apr;33(Pt 2):428-32. PubMed PMID: 15787621.
[7] Higgins JR, Walshe JJ, Darling MR, Norris L, Bonnar J. Hemostasis in the uteropla‐
cental and peripheral circulations in normotensive and pre-eclamptic pregnancies.
American journal of obstetrics and gynecology. 1998 Aug;179(2):520-6. PubMed
PMID: 9731863.
[8] Hayashi M, Inoue T, Hoshimoto K, Hirabayashi H, Negishi H, Ohkura T. The levels
of five markers of hemostasis and endothelial status at different stages of normoten‐
sive pregnancy. Acta obstetricia et gynecologica Scandinavica. 2002 Mar;81(3):208-13.
PubMed PMID: 11966476.
[9] Bramham K, Parnell B, Nelson-Piercy C, Seed PT, Poston L, Chappell LC. Chronic
hypertension and pregnancy outcomes: systematic review and meta-analysis. Bmj.
2014;348:g2301. PubMed PMID: 24735917. Pubmed Central PMCID: 3988319.
[10] Konijnenberg A, Stokkers EW, van der Post JA, Schaap MC, Boer K, Bleker OP, et al.
Extensive platelet activation in preeclampsia compared with normal pregnancy: en‐
hanced expression of cell adhesion molecules. American journal of obstetrics and gy‐
necology. 1997 Feb;176(2):461-9. PubMed PMID: 9065199.
[11] Perneby C, Vahter M, Akesson A, Bremme K, Hjemdahl P. Thromboxane metabolite
excretion during pregnancy--influence of preeclampsia and aspirin treatment.
Thrombosis research. 2011 Jun;127(6):605-6. PubMed PMID: 21316743.
[12] Jaffe R. First trimester utero-placental circulation: maternal-fetal interaction. Journal
of perinatal medicine. 1998;26(3):168-74. PubMed PMID: 9773374.
[13] Sibai B, Dekker G, Kupferminc M. Pre-eclampsia. Lancet. 2005 Feb 26-Mar
4;365(9461):785-99. PubMed PMID: 15733721.
[14] Carty DM, Delles C, Dominiczak AF. Preeclampsia and future maternal health. Jour‐
nal of hypertension. 2010 Jul;28(7):1349-55. PubMed PMID: 20467325.
[15] Roberts JM, Taylor RN, Musci TJ, Rodgers GM, Hubel CA, McLaughlin MK. [Pre-
eclampsia: a disorders of the endothelial cells?]. Der Gynakologe. 1992 Feb;25(1):2-6.
PubMed PMID: 1547977. Praeklampsie: Eine Storung der Endothelzellen.
[16] Sargent IL, Borzychowski AM, Redman CW. Immunoregulation in normal pregnan‐
cy and pre-eclampsia: an overview. Reproductive biomedicine online. 2007;14 Spec
No 1:111-7. PubMed PMID: 20483406.
[17] Romero R, Nien JK, Espinoza J, Todem D, Fu W, Chung H, et al. A longitudinal
study of angiogenic (placental growth factor) and anti-angiogenic (soluble endoglin
and soluble vascular endothelial growth factor receptor-1) factors in normal preg‐
nancy and patients destined to develop preeclampsia and deliver a small for gesta‐
A Role for Platelets in Normal Pregnancy
http://dx.doi.org/10.5772/61210
169
tional age neonate. The journal of maternal-fetal & neonatal medicine. 2008 Jan;21(1):
9-23. PubMed PMID: 18175241. Pubmed Central PMCID: 2587364.
[18] Holthe MR, Lyberg T, Staff AC, Berge LN. Leukocyte-platelet interaction in pregnan‐
cies complicated with preeclampsia. Platelets. 2005 Mar;16(2):91-7. PubMed PMID:
15823865.
[19] Holthe MR, Staff AC, Berge LN, Lyberg T. Different levels of platelet activation in
preeclamptic, normotensive pregnant, and nonpregnant women. American journal of
obstetrics and gynecology. 2004 Apr;190(4):1128-34. PubMed PMID: 15118653.
[20] Bharucha K, Kulkarni S, Nair S, Ghosh K, Mohanty D, Walvekar V, et al. Functional
and fibrinogen receptor studies in platelets in pre-eclamptic toxaemia of pregnancy.
Platelets. 1999 Jul;10(4):197-202. PubMed PMID: 16801092.
[21] McKillop C, Forbes CD, Howie PW, Prentice CM. Soluble fibrinogen/fibrin com‐
plexes in pre-eclampsia. Lancet. 1976 Jan 10;1(7950):56-8. PubMed PMID: 54580.
[22] Janes SL. Thrombocytopenia in pregnancy. Postgraduate medical journal. 1992 May;
68(799):321-6. PubMed PMID: 1630974. Pubmed Central PMCID: 2399429.
[23] Costantine MM. Physiologic and pharmacokinetic changes in pregnancy. Frontiers in
pharmacology. 2014;5:65. PubMed PMID: 24772083. Pubmed Central PMCID:
3982119.
[24] Valera MC, Parant O, Vayssiere C, Arnal JF, Payrastre B. Physiologic and pathologic
changes of platelets in pregnancy. Platelets. 2010;21(8):587-95. PubMed PMID:
20873962.
[25] Swanepoel AC, Pretorius E. Ultrastructural analysis of platelets during three phases
of pregnancy: a qualitative and quantitative investigation. Hematology. 2015 Jan;
20(1):39-47. PubMed PMID: 24620950.
[26] Hayashi M, Kiumi F, Mitsuya K. Changes in platelet ATP secretion and aggregation
during pregnancy and in preeclampsia. The American journal of the medical scien‐
ces. 1999 Aug;318(2):115-21. PubMed PMID: 10452571.
[27] Shanley DK, Kiely PA, Golla K, Allen S, Martin K, O'Riordan RT, et al. Pregnancy-
specific glycoproteins bind integrin alphaIIbbeta3 and inhibit the platelet-fibrinogen
interaction. PloS one. 2013;8(2):e57491. PubMed PMID: 23469002. Pubmed Central
PMCID: 3585349.
[28] Moran N, Kiernan A, Dunne E, Edwards RJ, Shields DC, Kenny D. Monitoring mod‐
ulators of platelet aggregation in a microtiter plate assay. Analytical biochemistry.
2006 Oct 1;357(1):77-84. PubMed PMID: 16920064.
The Non-Thrombotic Role of Platelets in Health and Disease170
[29] Edwards RJ, Moran N, Devocelle M, Kiernan A, Meade G, Signac W, et al. Bioinfor‐
matic discovery of novel bioactive peptides. Nature chemical biology. 2007 Feb;3(2):
108-12. PubMed PMID: 17220901.
[30] Mitrugno A, Williams D, Kerrigan SW, Moran N. A novel and essential role for
FcgammaRIIa in cancer cell-induced platelet activation. Blood. 2014 Jan 9;123(2):
249-60. PubMed PMID: 24258815.
[31] Kim NS, Lee DH. Assessment of hemostatic function in pregnant women undergoing
surgery using a Platelet Function Analyzer-100. Korean journal of anesthesiology.
2013 Feb;64(2):182-3. PubMed PMID: 23460935. Pubmed Central PMCID: 3581792.
[32] Karalis I, Nadar SK, Al Yemeni E, Blann AD, Lip GY. Platelet activation in pregnan‐
cy-induced hypertension. Thrombosis research. 2005;116(5):377-83. PubMed PMID:
16122550.
[33] Robb AO, Din JN, Mills NL, Smith IB, Blomberg A, Zikry MN, et al. The influence of
the menstrual cycle, normal pregnancy and pre-eclampsia on platelet activation.
Thrombosis and haemostasis. 2010 Feb;103(2):372-8. PubMed PMID: 20076841.
[34] Janes SL, Goodall AH. Flow cytometric detection of circulating activated platelets
and platelet hyper-responsiveness in pre-eclampsia and pregnancy. Clinical science.
1994 Jun;86(6):731-9. PubMed PMID: 8062509.
[35] Battinelli EM, Markens BA, Italiano JE, Jr. Release of angiogenesis regulatory pro‐
teins from platelet alpha granules: modulation of physiologic and pathologic angio‐
genesis. Blood. 2011 Aug 4;118(5):1359-69. PubMed PMID: 21680800. Pubmed
Central PMCID: 3152500. Epub 2011/06/18. eng.
[36] Ayhan A, Akkok E, Urman B, Yarali H, Dundar S, Kirazli S. Beta-thromboglobulin
and platelet factor 4 levels in pregnancy and preeclampsia. Gynecologic and obstetric
investigation. 1990;30(1):12-4. PubMed PMID: 2146196.
[37] Fitzgerald DJ, Mayo G, Catella F, Entman SS, FitzGerald GA. Increased thromboxane
biosynthesis in normal pregnancy is mainly derived from platelets. American journal
of obstetrics and gynecology. 1987 Aug;157(2):325-30. PubMed PMID: 3618681.
[38] Davi G, Basili S, Vieri M, Cipollone F, Santarone S, Alessandri C, et al. Enhanced
thromboxane biosynthesis in patients with chronic obstructive pulmonary disease.
The Chronic Obstructive Bronchitis and Haemostasis Study Group. American jour‐
nal of respiratory and critical care medicine. 1997 Dec;156(6):1794-9. PubMed PMID:
9412557.
[39] Gurney D, Lip GY, Blann AD. A reliable plasma marker of platelet activation: does it
exist? American journal of hematology. 2002 Jun;70(2):139-44. PubMed PMID:
12111787.
[40] Wetzka B, Charnock-Jones DS, Viville B, Cooper JC, Nusing R, Zahradnik HP, et al.
Expression of prostacyclin and thromboxane synthases in placenta and placental bed
A Role for Platelets in Normal Pregnancy
http://dx.doi.org/10.5772/61210
171
after pre-eclamptic pregnancies. Placenta. 1996 Nov;17(8):573-81. PubMed PMID:
8916205.
[41] Konijnenberg A, van der Post JA, Mol BW, Schaap MC, Lazarov R, Bleker OP, et al.
Can flow cytometric detection of platelet activation early in pregnancy predict the
occurrence of preeclampsia? A prospective study. American journal of obstetrics and
gynecology. 1997 Aug;177(2):434-42. PubMed PMID: 9290465.
[42] Erez O, Romero R, Hoppensteadt D, Fareed J, Chaiworapongsa T, Kusanovic JP, et
al. Premature labor: a state of platelet activation? Journal of perinatal medicine.
2008;36(5):377-87. PubMed PMID: 18958919. Pubmed Central PMCID: 3163447.
[43] Dean WL, Lee MJ, Cummins TD, Schultz DJ, Powell DW. Proteomic and functional
characterisation of platelet microparticle size classes. Thrombosis and haemostasis.
2009 Oct;102(4):711-8. PubMed PMID: 19806257. Pubmed Central PMCID: 2861410.
[44] Marques FK, Campos FM, Filho OA, Carvalho AT, Dusse LM, Gomes KB. Circulat‐
ing microparticles in severe preeclampsia. Clinica chimica acta; international journal
of clinical chemistry. 2012 Dec 24;414:253-8. PubMed PMID: 23041217.
[45] Davies JR, Fernando R, Hallworth SP. Hemostatic function in healthy pregnant and
preeclamptic women: an assessment using the platelet function analyzer (PFA-100)
and thromboelastograph. Anesth Analg. 2007 Feb;104(2):416-20. PubMed PMID:
17242101.
[46] Yoneyama Y, Suzuki S, Sawa R, Otsubo Y, Power GG, Araki T. Plasma adenosine
levels increase in women with normal pregnancies. American journal of obstetrics
and gynecology. 2000 May;182(5):1200-3. PubMed PMID: 10819858.
[47] Sheu JR, Hsiao G, Lin WY, Chen TF, Chien YY, Lin CH, et al. Mechanisms involved
in agonist-induced hyperaggregability of platelets from normal pregnancy. Journal
of biomedical science. 2002 Jan-Feb;9(1):17-25. PubMed PMID: 11810021.
[48] Mellembakken JR, Solum NO, Ueland T, Videm V, Aukrust P. Increased concentra‐
tions of soluble CD40 ligand, RANTES and GRO-alpha in preeclampsia--possible
role of platelet activation. Thrombosis and haemostasis. 2001 Nov;86(5):1272-6.
PubMed PMID: 11816717.
[49] Sahin S, Ozakpinar OB, Eroglu M, Tulunay A, Ciraci E, Uras F, et al. The impact of
platelet functions and inflammatory status on the severity of preeclampsia. The jour‐
nal of maternal-fetal & neonatal medicine : the official journal of the European Asso‐
ciation of Perinatal Medicine, the Federation of Asia and Oceania Perinatal Societies,
the International Society of Perinatal Obstet. 2014 Jun 20:1-6. PubMed PMID:
24853491.
The Non-Thrombotic Role of Platelets in Health and Disease172
[50] Vincelot A, Nathan N, Collet D, Mehaddi Y, Grandchamp P, Julia A. Platelet function
during pregnancy: an evaluation using the PFA-100 analyser. Br J Anaesth. 2001 Dec;
87(6):890-3. PubMed PMID: 11878692.
[51] Sheu JR, Hsiao G, Shen MY, Lin WY, Tzeng CR. The hyperaggregability of platelets
from normal pregnancy is mediated through thromboxane A2 and cyclic AMP path‐
ways. Clinical and laboratory haematology. 2002 Apr;24(2):121-9. PubMed PMID:
11985559.
[52] Lynch CM, O'Kelly R, Stuart B, Treumann A, Conroy R, Regan CL. The role of
thromboxane A(2) in the pathogenesis of intrauterine growth restriction associated
with maternal smoking in pregnancy. Prostaglandins & other lipid mediators. 2011
Aug;95(1-4):63-7. PubMed PMID: 21723954.
[53] Walsh SW. Eicosanoids in preeclampsia. Prostaglandins, leukotrienes, and essential
fatty acids. 2004 Feb;70(2):223-32. PubMed PMID: 14683695.
[54] Fitzgerald DJ, Rocki W, Murray R, Mayo G, FitzGerald GA. Thromboxane A2 synthe‐
sis in pregnancy-induced hypertension. Lancet. 1990 Mar 31;335(8692):751-4.
PubMed PMID: 1969511.
[55] Mills JL, DerSimonian R, Raymond E, Morrow JD, Roberts LJ, 2nd, Clemens JD, et al.
Prostacyclin and thromboxane changes predating clinical onset of preeclampsia: a
multicenter prospective study. JAMA. 1999 Jul 28;282(4):356-62. PubMed PMID:
10432033.
[56] Lewis DF, Canzoneri BJ, Gu Y, Zhao S, Wang Y. Maternal levels of prostacyclin,
thromboxane, ICAM, and VCAM in normal and preeclamptic pregnancies. Am J Re‐
prod Immunol. 2010 Dec;64(6):376-83. PubMed PMID: 20482519. Pubmed Central
PMCID: 3062267.
[57] Tesse A, Meziani F, David E, Carusio N, Kremer H, Schneider F, et al. Microparticles
from preeclamptic women induce vascular hyporeactivity in vessels from pregnant
mice through an overproduction of NO. American journal of physiology Heart and
circulatory physiology. 2007 Jul;293(1):H520-5. PubMed PMID: 17369461.
[58] Wong AE, Kwaan HC, Grobman WA, Weiss I, Wong CA. Microparticle source and
tissue factor expression in pregnancy. Annals of hematology. 2015 Apr 1. PubMed
PMID: 25823853.
[59] Sato Y, Fujiwara H, Zeng BX, Higuchi T, Yoshioka S, Fujii S. Platelet-derived soluble
factors induce human extravillous trophoblast migration and differentiation: plate‐
lets are a possible regulator of trophoblast infiltration into maternal spiral arteries.
Blood. 2005 Jul 15;106(2):428-35. PubMed PMID: 15797992.
[60] Krupp J, Boeldt DS, Yi FX, Grummer MA, Bankowski Anaya HA, Shah DM, et al.
The loss of sustained Ca(2+) signaling underlies suppressed endothelial nitric oxide
production in preeclamptic pregnancies: implications for new therapy. American
A Role for Platelets in Normal Pregnancy
http://dx.doi.org/10.5772/61210
173
journal of physiology Heart and circulatory physiology. 2013 Oct 1;305(7):H969-79.
PubMed PMID: 23893163. Pubmed Central PMCID: 3798749.
[61] Feuring M, Christ M, Roell A, Schueller P, Losel R, Dempfle CE, et al. Alterations in
platelet function during the ovarian cycle. Blood coagulation & fibrinolysis : an inter‐
national journal in haemostasis and thrombosis. 2002 Jul;13(5):443-7. PubMed PMID:
12138372.
[62] Sood R, Sholl L, Isermann B, Zogg M, Coughlin SR, Weiler H. Maternal Par4 and pla‐
telets contribute to defective placenta formation in mouse embryos lacking thrombo‐
modulin. Blood. 2008 Aug 1;112(3):585-91. PubMed PMID: 18490515. Pubmed
Central PMCID: 2481555.
[63] Zufferey A, Schvartz D, Nolli S, Reny JL, Sanchez JC, Fontana P. Characterization of
the platelet granule proteome: evidence of the presence of MHC1 in alpha-granules. J
Proteomics. 2014 Apr 14;101:130-40. PubMed PMID: 24549006.
[64] Sood R, Zogg M, Westrick RJ, Guo YH, Kerschen EJ, Girardi G, et al. Fetal gene de‐
fects precipitate platelet-mediated pregnancy failure in factor V Leiden mothers. J
Exp Med. 2007 May 14;204(5):1049-56. PubMed PMID: 17438064. Pubmed Central
PMCID: 2118565.
[65] Meziani F, Tesse A, Andriantsitohaina R. Microparticles are vectors of paradoxical
information in vascular cells including the endothelium: role in health and diseases.
Pharmacol Rep. 2008 Jan-Feb;60(1):75-84. PubMed PMID: 18276988.
[66] Moore T, Dveksler GS. Pregnancy-specific glycoproteins: complex gene families reg‐
ulating maternal-fetal interactions. The International journal of developmental biolo‐
gy. 2014;58(2-4):273-80. PubMed PMID: 25023693.
[67] Ballesteros A, Mentink-Kane MM, Warren J, Kaplan GG, Dveksler GS. Induction and
activation of latent transforming growth factor-beta1 are carried out by two distinct
domains of pregnancy-specific glycoprotein 1 (PSG1). The Journal of biological
chemistry. 2015 Feb 13;290(7):4422-31. PubMed PMID: 25548275. Pubmed Central
PMCID: 4326847.
[68] Blois SM, Tirado-Gonzalez I, Wu J, Barrientos G, Johnson B, Warren J, et al. Early ex‐
pression of pregnancy-specific glycoprotein 22 (PSG22) by trophoblast cells modu‐
lates angiogenesis in mice. Biology of reproduction. 2012 Jun;86(6):191. PubMed
PMID: 22423048. Pubmed Central PMCID: 3386151.
[69] Labelle M, Begum S, Hynes RO. Direct signaling between platelets and cancer cells
induces an epithelial-mesenchymal-like transition and promotes metastasis. Cancer
Cell. 2011 Nov 15;20(5):576-90. PubMed PMID: 22094253. Epub 2011/11/19. eng.
[70] Peracoli MT, Menegon FT, Borges VT, de Araujo Costa RA, Thomazini-Santos IA,
Peracoli JC. Platelet aggregation and TGF-beta(1) plasma levels in pregnant women
The Non-Thrombotic Role of Platelets in Health and Disease174
with preeclampsia. J Reprod Immunol. 2008 Oct;79(1):79-84. PubMed PMID:
18805591.
[71] Pfeiler S, Massberg S, Engelmann B. Biological basis and pathological relevance of
microvascular thrombosis. Thrombosis research. 2014 May;133 Suppl 1:S35-7.
PubMed PMID: 24759139.
[72] Uyama O, Shimizu S, Nakanishi T, Nakahama H, Takiguchi A, Hayashi Y, et al. Uri‐
nary 11-dehydro-thromboxane B2: a quantitative index of platelet activation in cere‐
bral infarction. Internal medicine. 1992 Jun;31(6):735-9. PubMed PMID: 1392173.
[73] Lopez LR, Guyer KE, Torre IG, Pitts KR, Matsuura E, Ames PR. Platelet thromboxane
(11-dehydro-Thromboxane B2) and aspirin response in patients with diabetes and
coronary artery disease. World journal of diabetes. 2014 Apr 15;5(2):115-27. PubMed
PMID: 24748925. Pubmed Central PMCID: 3990310.
[74] Suzuki K, Nishioka J, Hayashi T, Kosaka Y. Functionally active thrombomodulin is
present in human platelets. J Biochem. 1988 Oct;104(4):628-32. PubMed PMID:
2853710.
A Role for Platelets in Normal Pregnancy
http://dx.doi.org/10.5772/61210
175

